IN 1947 and 1948 2 patients were referred to the clinic for amenorrhcea, with attacks of pain in the lower abdomen recurring every four weeks. In one woman, aged 37, the amenorrhoea had appeared after curettage for postpartum hemorrhage; in the other, aged 29, it followed a difficult artificial labour with a severe puerperal infection. The child was stillborn.
IN 1947 and 1948 2 patients were referred to the clinic for amenorrhcea, with attacks of pain in the lower abdomen recurring every four weeks. In one woman, aged 37, the amenorrhoea had appeared after curettage for postpartum hemorrhage; in the other, aged 29, it followed a difficult artificial labour with a severe puerperal infection. The child was stillborn.
Each woman keenly wished to have a child. Examination revealed a corpus uteri of normal size in a position of anteflexion. No pathological changes were observed in the adnexa. Intubation of the cervical canal was impossible; apparently it had been obliterated as far as the ostium externum.
Although there was no enlargement of the corpus uteri, the periodic pains suggested that a portion of the endometrium had been retained. Accordingly a new canal had to be created to restore the possibility of pregnancy. This was done by the following method:
Laparotomy: A median incision, extending from the portio vaginalis to the fundus, was made through the anterior wall of the uterus. A straight glass catheter, part of which had been cut off, was placed in the depth oi the cleavage plane. The tip was fixed in the fundus with catgut. It was highly probable that the canal would be obliterated again after the catheter had been removed and this could only be prevented by rapidly covering it with epithelium. Since 1928 I have frequently anterior wall of the uterus. There is a small cavity.
inserted endometrium into the wounds of the excised cervix following a subtotal hysterectomy. Since then many others have also carried out this operation. Menstruation invariably recurred at the normal time, even when the implantation had been carried out at a time less than two weeks prior to the menstruation expected. It would therefore appear that the endometrium grows very rapidly in the tissue. Therefore I decided to remove a portion of mucosa from the uterine cavity still retained in our patients and to insert this around the glass catheter. The technique is shown in Figs. 1, 2, 3 and 4. Since the operation both women have menstruated normally without pain. I made a hysterosalpingography in both women: the oviducts were open in both cases. One of the women became pregnant again, the last menstruation occurring on 26.10.52. Unfortunately the patient no longer lived in Amsterdam, so that she was treated elsewhere. As she complained constantly of pain in the lower abdomen, a cvsarean section was performed in the 34th week of pregnancy, for fear that a uterine rupture might occur. A child weighing 1,950 grammes was born, but unfortunately died within a few days from a hyaline-like membrane and absorption atelectasis. According to the attending obstetrician the entire anterior wall of the uterus was thin. However, there was no evidence of an imminent rupture. Although the wall of the uterus was thin, the obstetrician found the condition to be such that he believed he could recommend another pregnancy. So far the other patient has not become pregnant. Artificial insemination was attempted once but failed. Subsequently the woman has refused any further examination or treatment. In my opinion the absence of a mucus plug in the cervix must have considerably reduced the chance of pregnancy.
The Treatment of Vesicovaginal Fistulas, Including So-called Radium Fistulas By Professor M. A. VAN BOUWDIJK BASTIAANSE Professor of Obstetrics and Gynacology at the University of Amsterdam IN treating vesical fistulas at the Obstetric Clinic of the University of Amsterdam the following points are taken into account:
(1) Prior to carrying out an operation, the site, the nature and the extent of the fistula is determined accurately.
(2) A sound is introduced into the urethra to make sure that it is not obliterated. This may occasionally occur.
(3) A vaginal approach is almost always to be preferred to an abdominal one. A combined abdominal and vaginal operation is hardly ever indicated, except in very large fistulas which are usually the result of radium therapy. I shall deal more fully with the treatment of these fistulas later.
(4) A good view and ready accessibility of the fistula is essential. This is obtained by marked flexion of the legs at the hip (Fig. 1) and a unilateral or bilateral episiotomy.
(5) The portion of the bladder wall surrounding the fistula should not be excised. This would merely enlarge the opening.
(6) The sutures must not be subject to tension. The bladder should be dissected out extensively. if possible so that the last sutures can be made in normal tissue. Suturing should be done at least in two, preferably in three, layers. This will result in the apposition of broad wound surface. Extensive dissecting out of the bladder involves the danger of making other openings. This danger may be avoided by grasping the margin of the vaginal wall directed toward the opening of the fistula with Kocher's forceps and using the latter to hold the vaginal wall tightly over the tips of the fingers. In this way the thickness of the tissue lying between the tip of the finger and the scissors, by which cutting is done, may be estimated correctly. By this method I have always been able to prevent the wall of the bladder from being injured again, even in the most difficult operations for fistulas.
